With improved living conditions and the advent of antibiotics, acute mastoiditis has become a rarity: the annual incidence in the European Community is about 0.004%1. The condition predominantly affects children and in one series 47% of cases were in children under one year old2. An episode of acute suppurative otitis media is the usual aetiology and the most likely causal organisms are pneumococci and beta-haemolytic streptococci; anaerobic organisms may also be present. The classic sign of acute mastoiditis is retroauricular swelling with protrusion of the auricle in association with features of acute otitis media3. We report a case with typical features that proved misleading.
CASE HISTORY
A man aged 30 came to the ear, nose and throat department with a 4-day history of swelling over the left mastoid process associated with otalgia and some diminution in hearing threshold following an upper respiratory tract infection. In the preceding year four similar but less severe episodes had resolved spontaneously. As a child he had had an adenoidectomy and grommet insertions. On initial examination he was feverish with a 3 cm diameter erythematous tender swelling over the left mastoid process and obliteration of the post-auricular sulcus. On auroscopy, most of the tympanic membrane was obscured by swelling of the postero-superior external auditory canal wall. The apparent part of the pars tensa seemed normal. Tuning fork testing indicated a left-sided conductive hearing loss. The working diagnosis was acute recurrent mastoiditis and the patient was started on intravenous cefuroxime and metronidazole. Over the next 24 hours the clinical signs improved and within 5 days the patient had returned to normal. He was discharged to be reviewed in the outpatient department. Two weeks later he returned with a further 2-day history of a firm swelling behind the left ear. Again the 3 cm postauricular mass was noted but on this occasion there was no associated fever, erythema or tenderness suggestive of infection. In addition the tympanic membrane was normal. A fine needle aspiration biopsy of the mass revealed cells highly suggestive of an oncocytic epithelial neoplasm possibly originating in the parotid. A magnetic resonance scan indicated a 4 cm soft tissue mass lying at the origin of the sternocleidomastoid muscle invading the bone of the mastoid tip with growth towards the posterior fossa. Only a thin layer of dura separated the mass from the left lobe of the cerebellum. The appearances were thought suggestive of a soft tissue mass, possibly benign although locally invasive (Figure 1) . Review of plain X-rays of the temporal bones revealed bony destruction of the left mastoid process (Figure 2) .
The patient was referred to the combined ENT/ neurosurgical clinic for a further opinion, but while awaiting investigation he developed heavy haematuria. An intravenous urogram and renal biopsy confirmed the presence of a large right renal cell carcinoma that on review was the origin of the temporal bone metastasis. The patient received chemotherapy and radiotherapy but died six months later. These secondary tumours in the temporal bone tend to present late because tumour emboli from the primary malignancy lodge in the marrow-containing parts of the petrous bone, usually around the internal auditory canal.
The adjacent marrow spaces are then infiltrated by tumour, with subsequent vascular extension into the mastoid air cell system. The tubotympanic space and often the external auditory canal are then invaded via subepithelial vascular communications. Perineural spread may also occur8, and the mass often becomes infected, as in this case.
In a series of 148 reported cases of temporal bone metastasis only 11 were from the kidney6. This case offers a lesson in the necessity of prompt and full investigation of patients when apparently straightforward clinical situations are complicated by recurrent features. In addition it reminds those of us in surgical specialties of the need to maintain vigilance for disease in parts of the body remote from our usual territory.
